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(E) All NFs submitting MDS 2.0 data for rate-setting purposes must be approved for
electronic submission in accordance with technical instructions issued by the state.

(1) NFs are responsible for transmitting all MDS 2.0 data used for rate-setting
timely and in an approved format. As specified in paragraph (C)(4) of this
rule, MDS 2.0 records shall not be considered to meet the requirements for
timely and accurate submission if they cannot be processed by ODJFS.

(2) NFs requesting an extension of the filing date must submit a written request and
supporting documentation to ODJFS.

TN #o4-00/ APPROVAL DATE__APR 2 9 200
SUPERSEDES
TN #00-0/+EFFECTIVE DATEQ 4



- -
SE IO M San e am e ome XM s

’ u..t.uuulnuhg “Fod o

Page _// of /1

5101:3-3-40 _ 11

ll!

Effective: 01/08/2004
R.C. 119.032 review dates:  10/22/2003 and 01/08/2009

CERTIFIED ELECTRONICALLY

Certification

12/29/2003

Date

. Promulgated Under: 119.03

Statutory Authority: ORC 5111.02, 5111.231

Rule Amplifies: ORC 5111.01, 5111.02,
5111.231

Prior Effective Dates: 10/1/92 (Emer.), 12/31/92,
4/15/93 (Emer.), 7/1/93,
12/1/93 (Emer.), 3/17/94,
7/1/94 (Emer.), 9/30/94,
7/1/98, 10/1/2000
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ACTION: Final

MINIMUM DA ]

FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREEJNEEA
BASIC ASSESSMENT TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION

ENACTER.. .

) — VERSION 2.0

1. Medicare 5

assessment

3. Medicare 60 day
4. Medicare 90 day assessment
5. Medicare readmissionfretumn assessment

® = Key items for computerized resident tracking

1 %1- MM-MW‘MMW«]
(] . (Mickio initial) c.(Lash dgiSn | |} cerily that the information accurisly reflacts resident
| D55 1 vime 2 Female | ks spotio. To o sk of y Kromdsae, BiS bikvmein, wes Culocind
Tm — — o u'&u-“&m mruu
from faderal | further undersiand thet payrent of such
r— Yo palion nthe: health core _ on
=T Y ness oftis -nnulmhpmww
ETHNICITY |2 Aslon/Peckicslander 5.\Witke, not of mmnnmﬁmum”?ngum
5.] SOGCIAL _ |a Social Security Number Signature and Tile
SECURITY®| |
=se [T |- TI-[ T T1] .
b. Medicare number (or comparable raliroad insurance number) -
!°'"..‘.:¢":‘5|IIIIIIIIIHU .
6. mwrgn a. State No_ W
e T LTI ITTTTITTE
b Foderaial || LTTTTH LR
| Noreg G
g CT T T[T TTTILLT R
recipieng® W
8.] REASONS |[Note—Other c:des do not apply to this form] I
FOR a. Primary reason for assessment -
MENT 12 xﬁmm(requved by day 14) .
i: g@iﬁmmmhmﬁ&smt ot [N
?b.s ; %onoquuanaiy assessment
0. E OF ABOVE
b. CodesbrmmmMulmdlnrMedeePPSormem

GENERAL INSTRUCTIONS

Complete this information for submission with all full and quarierly assessments
(Admisslon, Annual, Significant Change, State or Medicare required assessments, or
Quarterly Reviews, efc.,

APR 2 9 2004
IN #0%-00) APPROVAL DATE ————
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ber, 2000

NS.2 0_Sept
prim dete: 02232004 4:07 PM



Resident

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENI

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION

JRpp. ~x -
[ L]
T e

Attachment 4.19D

L)
L

Numeric Identifier,

SECTION AC. CUSTOMARY ROUTINE

1.| DATEOF |Datethestay Note — Does not include readmission f recordwas 1. Check all that apply. If afl information UNKNOWN, check last bax onfy)
ENTRY |dlosed at tme of temporary dischange to hospital, efc. in such cases, use prior ROUTINE ¢
admissiondate - CYCLE OF DALY EVENTS
Ll_l_l__l._]"l_l__l_l_l to DTERY |Stays up tate atight (e.g.. ater 8 pm) a
Monih Day Year o this N
2| ADMITTED |1. Private homefapt with no home health services | Naps reguiarly during day (st lesst 1 hour)
(AT ENTRY) 3. Board and carefassisted et home | Goes out 1+ days aweek e
;:Aabmgmspial “,,.,."""m"' Stays busy with hobbles, reading, or fixed daly routine o
gm Dfacity another |Spends most of ime alone or walching TV C
e :Noo""’ e [ Movesindependenty indoors (with eppliances, ffused) £
(PAI.ON% 1.Yes Use of tobacoo products atleast daly
ENTRY) |2 In other facifty NONE OF ABOVE N
4 [P OF
S| ([[1] Era e
PRIMARY Distinct food preferences L
5| . |(Check all settings resident lived in during 5 years prior fo date of
s.| RESIDEN gnw ven in e ABT atove) Eats between meats all or mostdays
';m Prior stay at this nursing home a Use of alcoholic beverage(s) at least weekly k
PENTRY | |St inother nursing home a NONE OF ABOVE L
Other residential facility—board and care home, assisted living, group ADL PATTERNS
& in bedclothes much of day m
MH/psychiatric setting 4 ] .
MR/DD setting e Wam_ to toilet all or most nights
NONE OF ABOVE t Has iregular bowel movement patterm
6. (L)IEE‘IJ#AE Showers for bathing
1[10?.(.5 Bathing in PM
ul
hah n Mc; NONE OF ABOVE 3
ations;
=~ INVOLVEMENT
7. EDUCATION | 1. No schooling 5. Technical or trade school PATTERNS
¢ Level gig-":?;:da ‘75 Bsgg';lgs :gee Daily contact with relats friends S
4. High school 8.Graduate degree Usually attends church, temple, synagogue (etc.) t
8. [LANGUAGE [(Code for correct response) '
a.Primary Language Finds strength in faith w
0. English 1. Spanish 2.French 3.Other Daily animal companion/presence "
b. if other, . .
I l ] I 1 [ I l l I Involved in group activities .
9.] MENTAL ]Does residents RECORD indicate any history of mental retardation, NONE ABOVE
HEALTH |mentatillness, or developmental disability problem? OF. - — - X
HISTORY {0.No 1 UNKNOWN—Residentfamily unabie to provide information v
10.[CONDITIONS|(Check afl conditions gmmlatedr%un/opsqmmi:ew;e
RELATED TO |manifested agede, are fikely to continue indefin
D INotapplicable—no MR/IDD (Skip to AB11) SECTION AD. FACE SHEET SIGNATURES
MR/DD with organic condition SIGNATURES OF PERSONS COMPLETING FACE SHEET:
Down's syndrome b
i a. Signature of RN Assessment Coordinator Date
Autism e
Epilepsy d 1 certify that the accompanying i resident assessment or tracking
Other organic condition related to MR/DD information for this resident and that | collected or coordinated collection of this information on the
L dates specified. To the best of my , this information was collected in accordance with
MR/DD with no organic condition £ applicable Med requirements. I understand information is used as a
basis for that appropriate and qualily care, and as a basis for
1.1 DATE from federal funds. | further understand that payment of such federal funds and continued partici-
BACK- pation in the government-funded health care programs is conditioned on the accuracy and truthful-
GROUND - l l—” ness of this information, and that | may be personally subject to or may subject my organization to
INFORMA- Mo 5 o substantial criminal, civil, andlor administrative penalties for submitting false information. | aiso
COMPOETED ed certify that | am authorized t submit this information by this facifty on s behalf

[[T] = When bax blank, must enter number or letter =When lefter in box, check if condition applies

Page 2 of J2_

Signature and Title Sections Date
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Resident

[4]

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENI

N ic ldentifier.

FULL ASSESSMENT FORM
(Status in last 7 days, unless other time frame indicated) Page g_. Of _&.

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

1.
NAME

a.(First) b. (Middie inftiaf) C.(Last)

d. (J'SY)

2| ROOM
NUMBER

(T LT]

3.| ASSESS-

MENT
REFERENCE
DATE

a. Last day of MDS observation period

m[IJﬂIIJ

Month

hu@d@)wwnedadmdum(mmbade)

4a.| DATEOF
REENTRY

Dato of reentry from most

[T

-1

mmm:ife a hospital in
Iastsoays(orslncelastwunoraanlsslon less than 90 days)

MARITAL
STATUS

1. Never maried
2. Married

3.Widowed 5. Divorced
4. Separated

r

RECORD

L1 L]

[TT 1T 1]

7.| CURRENT
PAYMENT
SOURCES
FORNH.
STAY

Medicald per diem
Medicare per diem
Medicare ancillary
partA
Medicare ancillary
partB

CHAMPUS per diem

(Bdﬁ'lgomoemindcate:dnedtanmwinlastwdays)

VA per diem
a8

b.

. co-payment

d co-payment)

.. Olhef per diem

Self or family pays for full per diem
Medicalid resident liability or Medicare

Private insurance per diem (including L

-

=)

Fd

8. REASONS
FOR

ASSESS-
MENT

subset
MDS items
needbe
completed)}

[Note—if this
is a discharge]
or reentry

assessment,
onlyam:{.n;d

a. Primary reason for assessmei
. Admission

Reen!

awwﬂ@méwpa

NS A WL~

mment(requrredbyday 14)

Annual assessment
Significant change in status assessment
Significant correction of prior full assessment

Quarterly review assessment
Dtscharged—relum notanticipated

turn anticipated
Dlscharged prior to completing initial nent

0 Signif?gant correction of prior quarterty assessment
. NONE OF ABOVE

b. Codes for assessments required for Medicare PPS or the State
Medicare

9.| RESPONSI-
BILITY/
LEGAL

GUARDIAN

(Check all that apply)
Legal guardian
Other legal oversight

Durable power of
attorney/health care

Family member responsible

D

Patient responsible for self

c NONE OF ABOVE

Durable power attomey/financial d

10.| ADVANCED

DIRECTIVES

Living will

Do not resuscitate
Do not hospitalize
Organ donation
Autopsy request

(Formoseitemswm‘lwppomngdowmmﬂonm the medical
record, check all that apply)

a ~neding restrictions

Medication restrictions

Other treatment restrictions

b
c
d.
e NONE OF ABOVE

-7 B

SECTION B. COGNITIVE PATTERNS

-

COMATOSE

0.No

(Fels:stenf vegelative slare/no discernible

conscousness)
(Ifyes, skip to Section G)

2.| MEMORY

0. Memory OK

0. Memory OK

(Recall of what was Ieamed orknown)
a. Short-term memory OK—seems/appears to recalt after 5 minutes

1.Memory problem

b. Long-term memory OK-—seems/appears to recall long past

1.Memory problem

achment 4.19D

3] MEMORY! |(Checkall that resident was normally able to recall during
RECALL 7 days)
ABILITY  |Cumentseason a . .
Location of own room h. That he/she s in a ursing home _
Staff namesfiaces NONE OF ABOVEarerecalied e, |
4. Made decisions tasks of
e ( taymiu dally k)
DALY 0. INDEPENDENT--decisions

consistentreasonable
DECISION- | 1. MODIFIED INDEPENDENCE—some difficulty in new situations -

2%ﬂmmmm
a%m—wmmm

L el e
of resident’s over this time].

a. EASILY DISTRACTED--{(e.g., difficulty paying attention; gets

b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF

mms%&gb..mﬂpsambmml
ﬁtbﬂmtﬂ&e eise; nightand

c EPISODES OF DISORGANIZED SPEE e.g.. speechis
nonsensical, irelevant, or rambling subject to
subject; loses train of thought)
d. PERIODS OF RESTLESSNESS—(e.g., fidgeting or picking at skin,
clothing, napkins, etc; frequent position changes; repetitive physical
movements or calling out)

e. PERIODS OF LETHARGY—(e.g., sluggishness; staring into space;
difficultto arouse; fitle body movement)

f. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
haviors

DAY—(e.g., somet better, s« worse; be

sometimes present, sometimes not)
6.| CHANGE IN |Resident's cognitive status, skills, or abifites have changed as

COGNITIVE |compared to status of 30 days ago (or since last assessment ifless
STATUS [than 90 days)
0. No change 1.lmproved 2.Deteriorated
SECTION C. COMMUNICATION/HEARING PATTERNS

1] REARING |(With hearing applance, if used)

0. HEARS ADEQUATELY—normal talk, TV, phone

1. MINIMAL DIFFICULTY when not in quiet setting

2. HEARS IN SPECIAL SITUATIONS ONLY-—speaker has to adjust
Y MRS absencs of

3. HIGHL! labsence of useful hearing

2 com_lr_fgm- (Check all that apply during last 7 days)

CATION : a
DEVICES/ Heanng aid, present and used
TECH- |Hearing aid, present and not used regularly b
NIQUES |Other receptive comm. techniques used (e.g., lip reading) c
NONE OF ABOVE d
3.| MODES OF |(Check all used by resident to make needs known)
SSION .

Fxpnz Speech a Signs/gestures/sounds o
Writing messages to Communication board o
express or darify needs |b. ]
American sign fanguage
or Braille e NONE OF ABOVE

4. MAKING |(Expressing informaton content—however able)
USEUNDER- 0. UNDERSTOOD

1. USUALLY UNDERSTOOD—difficuity finding words or finishing

STOOD s
2. SOMmMES UNDERSTOOD-—ability is limited to making concrete
req
3. RARELY/NEVER UNDERSTOOD
5. SPEECH |(Code for speech m the last 7 days)
CLARITY

0. CLEAR SPEECH—distind, intelligible words
1. UNCLEAR SPEECH—slurred, mumbled words
2. NO SPEECH—absence of spoken words

UNDER-
STAND
OTHERS

.| ABILITYTO | (Undersianding verbal informalion conlent—however able)

0. UNDERSTANDS
1. USUALLY UNDERSTANDS—may miss some partfintent of

message

2. SOMETIMES UNDERSTANDS—esponds adequately to simple,
direct communication

3. RARELY/NEVER UNDERSTANDS

-

CATION/

| CHANGE iN | Resident's ability to express, understand, or hear information has
COMMUNI- | changed as compared to status of 80 days ag

HEARING

assessment if less than 90 days)
0. Nochange 1.improved 2.Deteriorated

[ )= When box btank, must enter number or letter =When letter in box, check if condition applies

IN #04-00! APPROVALTRFEZTZY
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Resident

SECTION D.VISION PATTERNS

1.

VISION

{Abiily to see in adequate bght and with giasses if used)
0. ADEQUATE—sees fine detail, including regular print in

1.m@mmm@uhmﬁ!ﬁhmpasl

LIMITAT
PIFFICUL

Experiences any of following: sees halos or r ind 3
ﬂaﬁnsdig!:wsees'wms'omeyes“mm s sees

NONE OF ABOVE

b

VISUAL

CES|0.No

glass

Giasws;mmwemesi;1

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF
DEPRES-
SION,

ANXIETY,
SAD MOOD \CI)ERBAL

Code for indicators observed in last 30 ofthe
{ days, irrespective

b. R g,
;;;m 1 go; What do/

. Repetitive verbalizations—
e.9., calling out for help,
("God help me™)

d. Persistent anger with self
others—e.g., easily
annoyed, anger at
placement in nursing home;|
anger at care received

e. Selfdeprecation—e.g., "/
am nothing; | am of no use

SLEEP-CYCLE ISSUES
j. Unpleasant meod in moming|

k. Insomnia/change in usual
sleep pattern

SAD, AFATHETIC. ANXIOUS
APPEARANCE

|. Sad, pained, womed(acnal
expmss:ons—-eg furrowed

foan m. Crylng. tearfulness
f. Expressions of what "
appear to be unrealistic n. Repetitive physu;al pacing.
fears—e.g., fear of being movements—e.
abandoned, left alone, mnd wringing, restiessness,
being with others igeting, picking
g. Recurrent statements that LOSS OF INTEREST
something terrible is about 0. Wthdrawal from activities of
to happen—e.g., believes interest—e.g., nointerestin
he or she is about to die, standing activities or
have a heart attack being with familyfriends
p. Reduced social interaction
2. MOOD One or more indicators of , sad or anxious mood were
PERSIS- ]noteasily altered by attempts to “cheer up”, console, or reassure
TENCE the resident overiast 7 days
0. Nomood 1. Indicators present, 2. Indicators present,
indicators easily altered not easily altered
3.| CHANGE [Resident's mood status has changed as compared to status of 30
INMOOD |days ago {or since last assessment if less than S0 days)
0. No change 1.improved 2.Deteriorated
4. BEHAVIORAL(A) Behavioral symptom frequency in last 7 days
SYMPTOMS | 0. Behavior not exhibited in last 7

1. Behavior of this type occurred 110 3 days in last 7 days
2. Behavior of this type occurred 4 to 6 days, butless than daily
3. Behavior of this type occurred daily

(B) Behavioral symptom alterability in last 7 days
0. Behavior not present OR behavior was easily altered

1. Behavior was not easily altered (A)

(B)

a. WANDERING (moved with no rational purpose, seemingly
cblivious to needs or safety)

b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
were threatened, screamed at, cursed at)

c. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
were hit, shoved, saratched, sexually abused)

d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
SYMPTOMS (made disruptive sounds, noisiness, screaming,
self-abusive acts, sexual behavior or disrobing in public,
smearedfthrew foodffeces, hoarding, ummaged through others'

belongings)

e. RESISTS CARE (resisted taking medications/ injections, ADL
assistance, or eating)

T

R . = o g

Oftacnws~ed A 0
Numericldemiﬁetia_gn A 0t ol -
: |~ s ¥ | g 2o

Resident's behavior status has as to status of 90

" compared
days ago (or since last assessment if less than 90 days)
change 1. Improved 2, L

5.| CHANGE IN
WVIORAL]
SYMPTOMS |0.No

SECTION F. PSYCHOSOCIAL WELL-BEING

1.

SENSE OF

INITIATIVE/

INVOLVE-
MENT

At ease interacting with others

Al ease doing planned or structured activities

At ease doing self-inftiated activitie -

Estabishes own goals

Pursues involvement in ke of tacifity (e.9., makes/keeps friends;
irvolved in group aclivities: responds positively to new activites;
assists at refigious services)

 Accepts invitations into most group activities
NONE OF ABOVE

Bl [FP

Laad

SHIPS

‘corfict with or repeated Cribcisin of St
Unhappy with roommate

Unhappy with residents other than roommate
Openly expresses conflict/anger with famiy/friends
Absence of personal contact with familyffriends
Recent loss of close family memberffriend

Does nat adjust easlly to change in routines

Strong ion with past roles and [ife status
Expresses sadness/angerfempty feeling over lost roles/status

Resdmtmmtdaiymm(amnmymunne.m)ts
very different from prior pattern in the community

nvrr? R

NONE OF ABOVE

SECTION G.PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

-

.| (A) ADL SELF-PERFORMANCE—{Code for resident's PERFORMANCE OVER ALL
SHIFTS during including setup)

o.

last7 days

—Wei

4.
8.

INDEPENDENT—ND help or aversight —OR— Help/oversight provided only 1 or 2 tmes
during last 7 days

1. SUPERVISION—Oversight,

1 or 2 times during last 7 days

LIMITED ASSISTANCE—Resident highly mvotved in activity; received physical help in
guided maneuvering of imbs or other nonweight
OR—More help provided only 1 or 2 imes during last 7 days

EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day
period, help of following type(s) provided 3 or more times:

t-bearing suppont
— Full staff performance during part (but not all) of last 7 days
TOTAL DEPENDENCE—F ull staff performance of activity during entire 7 days
ACTIVITY DID NOT OCCUR during entire 7 days

Iast 7 days—Not i

encouragement or cueing provided 3 or more times during
—OR— Supervision {3 or more times) plus physical assistance provided only

assistance 3 or more times —

KRNSO

(B) ADL SUPPORT PROJ")ED——(Code for MOST SUPPORT PROVIDED

pe:brmancedassrﬁtzhon)

No setup or physical help from staff
Setuphelponly

=
cl

SHIFTS duting last 7 days; code regardless of resident’s self-

SELF-PERF
SUPPORT

8. ADL activity itself did not
occur during entire 7 days

How resident moves to and from lying position, turns side to side,
and positions body while in bed

How resident moves between surfaces—toffrom: bed, chair,
wheelchair, standing position (EXCLUDE toffrom bathAtoilet)

WALK IN

How resident walks between locations in his/her room

WALK IN
CORRIDOR

How resident walks in comridor on unit

LOCOMO-
TION
ONUNIT

How resident moves between locations in histher room and
adjacent corridor on same floor. !f in wheelchatr, seif-sufficiency
once in chair

LOCOMO-
TION
OFFUNIT

How resident moves to and returns from off unit locations (e.g.,
areas set aside for dining, activities, or treatments). if facility has
only one floor, how resident moves to and from distant areas on
the floor. if in wheeichair, self-sufficiency once in chair

.| DRESSING

How resident puts on, fastens, and takes off all tems of street
| clothing, including donning/removing prosthesis

EATING

How resident eats and drinks (regardiess of skill). Includes intake of
nourishment by other means {(e.g., tube feeding, total parenteral
rition)

i.| TOLETUSE

How resident uses the toilet room (or commode, bedpan, urinal);
transfer on/off toilet, cleanses, changes pad, manages ostomy or
catheter, adjusts clothes

i.| PERSONAL

HYGIENE

How resident maintains personal hygiene, including combing hair,
brushing teeth, shaving, applying makeup, washing/drying face,
hands, and perineum (EXCLUDE baths and shawers)

APR 2 9 2004

o-00) APPROVAL DATE v
SUPERSEDES

MDS 2.0 September, 2000
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5101:3-34U i i r Fags IO 12
Resident Numeric dentit é é 2
How resident tekes full-body bathvshower, sponge bath, and 3 APPumceslMy tolieting pian Did not Use bofet roorry
2| BATHING transfers infout mmﬁmdmmfm) commodafurinat £
Code for most dependent in se¥-performance and w ® Pnosnms Bladder retraining program
SELF-PERFORMANCE E
LA) BATHING el codes appear ( ) Padsibriefs used &
. Independent—No help provided Enemasinigation
. Indweting catheter d Oslomy present L
1. Supervision—Oversight heip only o
2. Physical help imited to transfer only Indermittent catheter {s. NONE OF ABOVE
3. Physical help in part of bathing attivity 4.| CHANGE IN | Residents urinary continence has o status of
4 Totald ‘ URINARY |90 days ago (or since last assessment ifless than 90 days)
8. Activily itseif did not occur during entire 7 days NENCE |0.Nochange 1. Improvad 2.Deteriorated
(Bathing support codes are as defined in lem 1, code B above) -
a| TESTFOR 7days) SECTION L. DISEASE DIAGNOSES
BALANCE Check those diseases that have a retationship o current ADL status, cognitive status,
T e Mmﬂbmwmww mood and status, medical reatments, nursing monitoring, or risk of death. (Do not st
(sulﬂinhs Partial physical support test inactive diagnoses)
manual) o stands (k) bul does not olow drecions or test 1] DiseAsEs
3. Not able to atternpt test without physical help
a. Balance while standing
b. Balance while sitting—position, trunk control =
4. Code for imilations during 7 days that interfered with dadly functions or
(ﬁaﬂwdrﬂdﬁu}‘) v
N RANGE riRélNBE OF MOTION SB) KgL&tl’F\RY MOVEMENT -
1. Limitation on one side 1. Pertialioss Seizwe disorder -
(see training |2. Limitation on both sides 2. Fullloss (A) (8) Transientischeric attack (T1A) (g,
ua) - [aNeck ¢ _ | Faumaticbrain injury
b. Arm—including shoulder or elbow o PSYCHIATRIC/MOOD
¢. Hand—Inctuding wrist or fingers |Congestive heart failure [ 2 Ardety disorder ad
d. Leg—Including hip o knee Deep vein thrombosis Depression
©. Foot—Including ankle or toes Hypertension h ion (b ve.
£. Other limitation or loss Hypotension L mma'kd)a”' Bssion (bipolar "
5.| MODES OF ((Check all that apply during last 7 days) Peripheral vascular disease Schizophrenia
L°1§'8N“‘°' Canelwalkerfcrutch 2 |Wheeichar primarymodeot | Other cardiovasculardisease [k | PULMONARY
Wheeled seff b locornation MUSCULOSKELETAL - Asthma |
Other person wheeled c. NONE OF ABOVE °. | Arthritis L Emphysema/COPD g |
6.| MODES OF ((Check all that apply during last 7 days) Hip fracture ~ [m__|sensory
TRANSFER |gediast alormostoftime [ |Litedmechanically R Missing fmb (e.9.. amputaion{n. | Cataracts
o . . Osteoporosis Diabetic retinopathy kie
bil Transfer aid (e.g., slide board, . o
ge:ar:gajsed forbed mobity b trapeze, csn(e aralker brace) |e. Pathological bone fracture Glaucoma "
Lifted manually . |nonEoFaBOVE "E““°L°Gdf::se h zane:l;degeneraﬁon
7. TASK Some or all of ADL activities were broken into subtasks during last 7 ‘M'B'_"e's -
SEGMENTA- days so that resident could perform them Aphasia L Allergies oy
TION 1.Yes Cerebral palsy s. Anemia o0,
8. ADL Resdent believes he/she is capable of increased independence in at Cerebrovascular accident H Cancer poy
FUNCTIONALlleast some ADLs a (stroke) ] Mo iure
REHABImkM' Direct care staff believe resident is capable of increased independence |, Dementia other than NONE OF ABOVE L—m
POTENTIAL |in atleastsome ADLs Azheimer's disease
Resident able to perform tasks/activity but s very slow c 2 | INFECTIONS | (# none apph; CHECK the NONEOFABOVEbax)
Difference in ADL Self-Performance or ADL Support, comparing a Antibiotic resistantinfection Septicemia
ings to evenings (e.g., Methicilin resistant a. Sexually transmitted diseases |p,
NONE OF ABOVE e, staph) N Tuberculosis A
Clostridium difficile (c. diff.) . . y
9.} CHANGE IN | Resident's ADL self-performance status has changed as compared
ADL  |tostatus of 90 days ago (or since last assessment if less than 90 Conjunctivitls N U""a'y'"ad'"m"'“'aﬁw
N |d - infecti "
FUNCTIO Omso)dwrge 1. Improved 2. Deteriorated HIV 'mf’" d Viral hepatitis K
Pneumonia e. Wound infection L
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection ¢ NONE OF ABOVE -
.| CONTINENCE SELF-CONTROL CATEGORIES 3] OTHER
! (Code for resident's PERFORMANCE OVER ALL SHIFTS) CURRENT |* L1 1 fel &
X ORMORE
0. CONTINENT—Complete control findudes use of indwelling urinary catheler or ostomy DETAILED & L [ lef |
device that does not urine or stool] Dmoﬁs e Ll Lef
1. USUALLY CONTINENT—BILADDER, incontinent episodes once a week or less; CODES |9 LI Lel |
° tess e Ll lel 1
OCCASIONALLY INCONTI —BLADDER, 2 or more times a week but not daily;
2 G e s e NENT ° Y| SECTION J.HEALTH CONDITIONS
3. FREQUENHYINCONTINENT—%LADDLEI;:;ended to be incontinent daily, but some 1. c%ﬁ%%gﬂs (,%'gtg;” problems present in last 7 days unless other me frame is
control present {e.g., on day shift); BOWEL, 2-3 times a week . .
' (69, onday shit) INDICATORS OF FLUID Dizziness/Vertigo f.
4. INCONTINENT—Had inadequate control BLADDER, muttiple daily episodes; STATUS Edema
BOWEL, all (or almost ali) of the time Weight gain or oss of 3
a| BOWEL |Control of?fowel mo;gment. with appliance or bowel continence m‘"? pgj,‘,gs‘"wmn it g‘ay Ha' e“uue'dnaﬁm :t
b‘l:gNNglé programs. f employ ] ) - Internal bleeding
b.| BLADDER |Control of urinary bladder function (if dribbles, volume insufficient to Inabilty to lie flat due to Recurrent lung aspirat
CONTI-  |soak through \%wanﬁ). with appliances (e.g., foley) or continence shortness of breath b liaecs0 “ay:ns prrations in i
NENCE _|programs, f employed Dehydrated: output exceeds Shortness of breath \
2.| BOWEL |Bowelelimination pattern Diarrhea . input c Synoope (fainting) -
PATTERN | movemenevry o oy Fecalmscion a e e uios I Ursiacy gt .
|l
L Constipation & NONE OF ABOVE provided during fast3 days | \omiting o
OTHER NONE OF ABOVE
MDS 2.0 September, 2000 j
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Resident Numeric Identifies 0
_ SECTION M. SKIN CONDITION
2. %MSLMMWMdmwnmmrm 11 Uicens MI’-}M ; d Pr—p—p— oo = 55
FREQUENCY with which b. INTENSITY of pain cause. lfnong s?gnmd d%(ﬁb mgmm, =
resident complains or 1. Mild pain (Ouetoany |during last7 Code 9=9ormore.) [Requires full body exam.] 52
shows evidence of pain y cause) Zw
2. Moderate pain a.Stage 1. A persistent area ummmmauuhu
2.;m(ﬁ:;y4) 3 Times when painis shon) that does not disappear when pressure is refieved.
-Painless horrible or excruciating b.Stage 2.
Apaﬂﬁd:nss lass of skin layers that presents
2_Pain dally i clinically as an abrasion, blister, or shallow craler.
3.| PAINSITE (pranglesent check all sites that PN7@S) c.Stage 3. Afuld thickness of skin islost, the subcutaneous
Back pain a Incisional pain Gssues - presends as a deep crater with or without
Bone pain b | Jointpain (other than hip) adjacent fissue.
5 . . d.Staged. A full thidness of skin and subcutaneous tissue s lost,
Chest pain while doing usual Soft tissue pain (e.g., lesion,
achviies ic. muscie) h = “"‘::m or bone.
2| TYPEOF eaduype tl:l:eo&hrﬂnwmnuhswdqp
mn d Stomach pain ULCER using scale inilem Mi1—ie., 0=none; siages 1,2,
L3 Other a. Pressure uicer—any lesion caused by pressure m damage
4.] ACCIDENTS '(:Zﬁllwm of underlying issue o "
in past 30 days a Hip fracture intast 180 days  |c. .
b. Stasis uicer—open lesion caused ciraudation lower
Felinpast31-180days | | Otherfractureintast 180 days [a edremiios by poor inthe
NONE OF ABOVE e. 3.| ISTORY OF [Resident had an uicer that was rescived or cured In LAST 90 DAYS
5.| STABILITY |Conditions/diseases make resident's cognitive, ADL, mood or behavior RESOLVED
OF paitemns unstable—(fluctuating, precarious, or deteriorating) a ULCERS |0.No 1.Ybs
ICONDITION anacut or a fare-up of a recurrent or o 4.|OTHER SIGN {(Check all that apply during last 7 days)
crrocicpratiem r———w CROBLEMS | Avrasions, bruises a
End-stage disease, 6 or fewer months to live (3 PRESENT |Burmns (second or third degree) b
NONE OF ABOVE d Open lesions other than ulcers, rashes, cuts (e.g., cancer lesions) c.
Rashes—e.g., intertrigo, eczema, drug rash, heat rash, herpes zoster |d
SECTION K. ORAL/NUTRITIONAL STATUS Stdn desensiized to pain or pressure e
Skin tears or cuts (other than surgery) t
1. ORAL |Chewing problem a Surgical wounds
PROBLEMS [Swallowing problem b NONE OF ABOVE
Mouth pain or h
NONE OF ABOVE = 5| SKIN _|(Checkallthat apply during last 7 days)
2| HEIGHT Reaxd(a.)heghﬂnhrdwsand(b.)mlgﬂhpounds.ﬂssewgm; MENTE ing devioa(s) for chair 2
AND |recentmeasure in last 30 days; measure consistently in accord with Pressure relieving device(s) for bed b.
WEIGHT |standard faciily practice—e.g., ina.m. after voiding, before meal, with shoes Tumingfrepasitioning program <
off, and in nightciothes l I I | Nutrition or hydration intervention to manage skin problems d
a. HT (in) 8. WT @b) Ulcer care o
3| WEGHT |aWeightioss—S % ormorein last30 days; or 10 % or more in fast .
GHANGE | 180days Surgical wound care t
0.No 1.Yes Apgl:ahon of dressings (with or without topical medications) other thary
b.Weight gain—S5 % or more in last 30 days; or 10 % or more in last o o :
180 days Application of ointments/medications (other than to feet) h
0.No 1.Yes Other preventative or protective skin care (other than to feet) i
4| NUTR- |Complains about the taste of Leaves 25% or more of food NONE OF ABOVE 1
TIONAL [manyfoods a. uneaten at most meals c 6. FOOT (Check afl that apply during last 7 days)
PROBLEMS | 2o qular or repetitive NONE OF ABOVE PROBLEMS | Resident has ane or more foot problems—e.g. coms, calouses,
complaints of hunger b d bunions, hammer toes, overiapping toes, pain, structural problems a
5.| NUTRF [(Check all that apply in last 7 days) Infection of the foot—e.g., cellulitis, purulent drainage b
TIONAL parenteratv Dietary supplement between Open lesi the foot
APPROACH- 2 Ty suppiement fons on c
ES  |Feedingtube w |™ L Naits/calluses timmed during last 90 days "
. " Plate guard, stabilized buit-up Rece¥ 5 ’ 3
I;Ae‘.:hanmlly f:l:ed diet . utensi eto. eessved pmg:ahve or gg)&edwe foot care (e.g.. used special shoes, .
yringe (oral feeding) d | Onaplanned weight change Appiication of dressings (with or without topical medications) L
Therapeutic diet e program h NONE OF ABOVE
NONE OF ABOVE L &
6. PARENTERAL|(Skip fo Section L if neither 5a nor 5b Is checked)
ORIWKE a. Code the ptopomof;;fl total ulor::; I;\e resident received through S1ECT|?“N‘EN. AC PURSUI;"HI:A S 7 ;
nteral or tube ings in the days . Check periods over days
ga;\leone nos 3.51% 0 75% AWAKE ident awake all or most of time (i.e., naps no more than one hour
1.1% o 25% 4.76% to 100% per time period) in the: Evening
2. 26% to 50% Morning c
b. Code the average fluid intake per day by IV or tube in last 7 days _ Afternoon NONE OF ABOVE d
0.None 3. 1001 to 1500 cc/day (If resident is comatose, skip to Section O)
; ;ot‘; SNP:)O%}IOdCdday g ;%} gzmmo m 2. AVERAGE {(When awake and not receiving treatments or ADL care)
INA\‘I:OWE) IN|0. Most—more (hgn Zlglgf l’time 2. hﬂﬂe—l& than 1/3 of ime
TIVITIES |1. Some—from 173to time 3. None
SECTION L. ORAL/DENTAL STATUS 3.|PREFERRED |(Check afl settings in which activiies are preferred)
1. ORAL Debris (soft, easily movable substances) present in mouth prior to ACTIMITY  |Own room a
STATUS AND| going to bed at night a SETTINGS [poctiviymom | Outside facilty e
Pl?Eleg\r?'l%N Has dentures or removabie bridge b Inside NH/off unit < NONE OF ABOVE e
Somevali natural teeth lost—does not have or does not use dentures 4.] GENERAL |(Check all PREFERENCES whether or not activity is currentty
(or partial plates) c ACTIVITY | avaiable fo resident) Trips/shopping
Broken, loose, or carious teeth PREFER. [Cardsiothergames la . :
5 . ( EN(:Egt Crafislarts N Walking/wheeling outdoors h
inflamed gums (gingiva); swollen or bleeding gums; oral abcesses; adapted to .
ulcers or rgashes(g ove) nag e e Poats | Exerciseisports < Watching TV L
i X i i current Music Gardening or plants
Daily cl f teethvdentu d uth ident d
Stgl'lfy eaning of teethvdentures or daity mouth care—by residentor | abilities) Readi fing . Talking or conversing "
L NONE OF ABOVE s spm,amel,g,ous Helping others L
IE QF. m.

™ #6400/ KPPROVAL D
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Resident hl 'GMP
S
s.| PREFERS @deirrasﬂaﬂpreferemeshddym 4 uev.ces Use the following codes for last 7 days:
CHANGE N [0.-Nochange 1. Siightchange 2. Major change 8 Notused )
RgAu*lg‘E Type of activilies in which resident is currently invoived Usedﬁﬂ\andaﬂy
Extent of resident involvement in activities Bed rais -
SECTION O. MEDICATIONS 2 — Fulibedrais on &l open sides of bed
1. [NUMBER OF | (Record the number of different medications used in the Iast 7. "'Tn':‘?"" types of side ralis used (e.g., half ra, one side)
enter 0" ifnone used) [ restraint
TIONS d.l.hb_msﬁl
2 NEW L‘ currently receiving medications that wese iniiated during the 6. Chair prevenis rising
MEDICA- S.| HOSPITAL |Record number of imes resident was admitted t hospitel with
TIONS 1.Yes STAVS) intast90 since last assessment f
3.|INJECTIONS mdrmm#?wmdwmmm Bgonn Iasslmn
days; enter "0"if none used) [} (Racord number of imes resident visited ER without an overnight
4. DAYS (Muunmw_%gmmu7mmvrnu m&-g’ ?ugmagl'ﬁuhsmlhsmmm). stay
THE
a. Antipsychotic . Hypnotic 7.| PHYSICIAN | in the LAST 14 DAYS (or since admission if less than 14
m b. Antiarodety vISTTS m_’mmlm : (u-oa'lnmd or
e. Diuretic Entor0¥none)
¢. Anfidepressant —_ =emwl | 8] PHYSICIAN hhmrumv:»;mrumu n
SECTION P. SPECIAL TREATMENTS AND PROCEDURES R i blonae) Chged v sk el S Dot e o
1.] SPECIAL h. SPECIAL CARE—Check treatments or programs received during renewals without change. (Enter 0 ¥ none)
TREAFR the last 14 days 9.1 ABNORMAL wuwmwm»mmuwmm
MENTS, ]LAB\AL!ESI {or since admission)?
TREATMENTS Ventilator or respirator
DURES_ AND 0.No 1.Yes
PROGRAMS | Chemotherapy s PROGRAMS
Sw* b | Alcoholidrug treatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
. m.
medication prog , . 1.| DISCHARGE ja. Resident expresses/indicates preference to retum to the community
Intake/output d WMW . POTENTIAL
Monitoring acute medical 9.No 1.¥6s
condition . Hospilce care o b. Resident has a support person who is positive towards discharge
Ostomy care L3 mm;: B 0.No 1.Yes
Oxygen therapy 3 < Stay projected to be of a short duration— within
- Tra In skills required to days include discharge J:lnlactad
Radiation h remmuwmn'mmy (eg. 30 (onat mrso due'o
Suctioning L taldngmdwms house“m £ 1.Within 30 days 3. status
Tracheostomy care b ADLs) z mOVE!AI.L IANGE IN WWM%&MMW sineelastwymntasifm
Transfusions & NONE OF ABOVE <. CARENEJJ 90 days) X
bEE}ﬂAPIﬁS Reoordmenumberoﬁ(igsandrot%m:?utaeadmfm 0-Nochange 1. Mm z t?!omsuppor( A
ies was administered at least 15 minutes a in
the la:tg7 cgllz‘:ldardays (Enter O if none or less than 15 min. dgl{')) las'ﬂcﬁvelevelofcara
{Note—count only post admission therapies] DAYS  MIN .
(A) = # of days administered for 15 minutes or more S ASSE ENT RMA
(B) = total # of minutas provided in last 7 days A (8) SECTIONR. SSM INFO \TION
la. Speech - language pathology and audiology services| 1. PARTION"clln‘- a. Resident 0.No 1.Yes
] ASSESS b Family: 0.No 1.¥Yes 2. No family
b. Occupational therapy | | MENT S Significant other: 0.No 1.Yes 2.None
. Physical therapy 2. SIGNATURE OF PERSON COORDINATING THE ASSESSMENT:
id. Respiratory therapy
o. Psychological therapy (by any licensed mental a. Signature of RN Assessment Coordinator (sign on above fine)
ek alTisrvntinsor Soaiies wsod ST B Dt sseserment Coontre (T1-[T1 11
allIn ons or es used in lays—no as - —_
2| INTERVEN- | rnatter where received)
PROGRAMS | 5pecia) behavior symptom evaluation program

BElAVlOR: Evaluation by a licensed mental health specialist in fast 90 days
Group therapy

Resident-specific deliberate changes in the environment to address
mood/behavior patterns—e.g., providing bureau inwhichto rummage |4
Reorientation—e.g., cueing e
NONE OF ABOVE £

3.]| NURSING [Record the NUMBER OF DAYS each of the following rehabilitation or
REHABILITA- restorative techniques or practices was provided to the resident for
TION/ more than or equal to 15 minutes per day in the last 7 days

RESTOR- |(Enter 0 if none or less than 15 min. daily.)
ATIVE CARE |a. Range of motion (passive) f. Walking
b. Range of motion (a.dive) g. Dressing or grooming
c. Splint or brace assistance h. Eating or swallowing
pRA’::l%(éémn SKiLL §. Amputation/prosthesis care
d. Bed mobility } Communication
e. Transfer k. Other

TR #0*{ 00/ APPROVAL DATE..__ITE._Z...9 a0l
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Resident Numeric identifier,

SECTION §. STATE OF OHIO SUPPLEMENT Page x Of (2

1. VENT Resident was started on a vent weaning program in the last 10.] MEDICAID | Rasident is ensolled in a Medicaid Managed Care
WEANING | 14 days. (if yes, section PIL must be chocked. If No, skip MCO Organization
INDICATOR| to $3)

0. No 1. Yes

2. VENT Date vent weaning program started
WEANING 11] MEDICARE | Resident is enrofled in a Medicare Managed Care
e (1)L L] 2| S

Month Day Year

3] TRACH | Code the frequency of tracheal suctioning during the last 14

ICTIONING days 0. No 1.Yes

DALY 0. None

FREQUENCY] 1. 1-4 Times Daily 42] RESIDENT | Record altemnate resident identifier code if resident doaes not

2. 5-8 Times Dally IDENTI | have a Soclal Security Number. See instructions.

3. 9-12 Times Dally FER SSN is coded in Section AASa, lsave blank)
4. 13 or More Times Daily CODE o Sa,

5.PRN

4. [INFECT1 Check all diseases that were present during the last 90 days
DISEASES | or since last assessment

0. No 1.Yes

Vancomycin Resistant Enterococcus/Staph huid
. b. 14} SPECIAL | Record special reimbursement codes as appropriate
Methicillin Resistant Staph CODES
c.
d.
Shigetla
E. coli 0157:H7 L2
Legionnaires’ Disease 9 15.] MED If this resident has been covered through a Medicare Part A
. . h. PART A. | stay in your facility within the last 80 days, enter the tast day
Meningococcal Disease i for which skilled services were billed to Medicare Part A.
Giardia .
Streptococcal Pneumoniae, invasive k. Month Day Year
Influenza L
m.

None of the above
5.] VACCINES | Record date resident raceived vaccine during the last 90
days. (If not received, leave blank)
a. influenza Va[ccinle I l I I] l ]
Month Day Year
b. Pneumonia Vaccine

LL-LLH LT

Month D

c. Hepatitis Vaccine

OO

Month

2.0 04/28/2000
™ # -
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